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Systematic Treatment of Chronic Pain with Antidepressantst
Dietrich Blumer, MD,* Mary Heilbronn, PhD,* Edgard Pedraza, MD,* and Gerald Pope, MD'

Patients with chronic pain who do not have significant
physical symptoms present a characteristic
clinical-psychological profile and show a high incidence of depressive
traits (inactivity, depressive mood, anhedonia, and insomnia). This syndrome is termed pain-prone disorder and
represents a form of masked depression par excellence. A
series of 129 patients with pain of 6.9 years' duration was
divided into three treatment groups. Two psychiatrists prescribed antidepressants systematically by promptly increasing doses and by alternating antidepressants if indicated.
Significant
improvement
or freedom from pain was
achieved in most patients who complied with treatment.

The third psychiatrist did not follow the systematic treatment protocol, and few of his patients improved. The high
dropout rate, ascribed in part to the patients' unwillingness
to be treated in a psychiatric clinic, was the major treatment problem. Since patients with chronic pain present in
large numbers and loathe being referred to psychiatrists,
their primary physicians should treat them with antidepressants in most cases. In view oftheir basic psychopathology,
we are guarded in our expectation that these patients will
be able to persist in treatment and maintain their improvement.

C h r o n i c pain has been treated with antidepressants since
1960 (1), and reports from various countries attest to the
effectiveness of this therapy (2-11). While psychiatrists prescribe the major antidepressants (imipramine and amitriptyline) in the general dosage range of 150 to 300 mg per
day in a systematic and individualized manner for depressive disorders (12), the doses prescribed for chronic pain by
nonpsychiatrists or in pain clinics tend to be significantly
lower (9). Moreover, most chronic pain victims never
receive antidepressants. Electroconvulsive therapy has
been helpful for some chronic pain patients (2,13). Behavioral treatment (9,14) is reportedly effective, ifthe patients can be re-educated in specialized centers over
several weeks. Unnecessary surgical procedures may be on
the decline, while procedures such as electrical stimulation, biofeedback, and acupuncture are currently popular
in specialized centers. Analgesics, muscle relaxants, and
anti-anxiety drugs are still widely used, and chiropractors
and various other healers are also popular with the chronic
pain patient.

It is well known that patients with chronic pain remain
convinced that something is wrong where it hurts, even
though many examinations by many specialists may have
been unable to pinpoint any peripheral mechanical lesion.
As they become increasingly fearful of being judged the
victims of imaginary pains, they resent the sight of a
psychiatrist and his prescriptions. Indeed, most psychiatrists are not familiar with chronic pain patients, and psychotherapy for this group has proven generally ineffective
(15). Chronic pain is not well recognized as a depressive
disorder (masked depression) but instead is often viewed as
a symptom of conversion hysteria. A number of factors,
therefore, have combined to prevent wider acceptance of
treatment with antidepressants for chronic pain, despite
encouraging reports.
Based on our study of several hundred patients, we have
elaborated on George Engel's psychological portrait ofthe
pain-prone patient (16) and have established a clinical and
psychological profile o f t h e patient with chronic pain "of
obscure origin" (15,17).
Clinically, a typical patient presents with the following
characteristics:
1) has continuous pain and a hypochondriacal fixation
on the affected body parts;
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2) denies emotional and interpersonal difficulties and
idealizes family relationships;
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3) has a history of relentless activity and excessive work
habits (ergomania) before pain begins;

t Presented at the annual meeting o f t h e American Psychiatric Association, Chicago, Illinois, May, 1979
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4) cannot remain active and productive once the pain
has begun (anergia);

Procedure
Initially, the patients were given the Questionnaire for Pain
Syndromes (15), projective testing, and an interview by a
psychologist. The evaluation was then completed with a
second interview by the senior author to further insure that
their responses to the Questionnaire were complete and
accurate, to determine their mental status, and to arrive at a
diagnostic impression. All patients were immediately
started on antidepressant medication and were instructed
to report back in a few days and to call immediately in case
of intolerance. Patients with sleep disorders were started on
amitriptyline, and those without on imipramine; a few
elderly patients with cardiovascular impairments were
started on doxepin. We explained that the medication
might have a delayed effect and that it was also used to
treat depression but had shown its effectiveness for chronic
pain. Patients were assigned to one of three psychiatrists for
follow-up treatment.

5) perseveres while suffering misery and abuse, but
wilts when successful, with chronic pain emerging
(masochism with intolerance of success); and
6) often has a crippled relative or next of kin with
chronic pain.
In keeping with their past record, the chronic pain patients
view themselves (and often still appear) as solid citizens,
independent, and mentally stable. But when sensitive psychological testing instruments are used, a very different
profile emerges: 1) anxious concealment and denial of any
conflicts; 2) infantile need to depend and to be accepted;
3) excessive need to receive affection and to be catered to;
4) marked passivity and masochism; 5) inability to deal
with anger and hostility; and 6) a guilt-proneness associated with marked inner anxiety and insecurity.
More recently, we have realized that the significant incidence of anergia (loss of initiative, inactivity), anhedonia
(inability to enjoy leisure, social life and sex), insomnia,
and despair, while all blamed on the pain, are indeed
cardinal features of a basic depressive disorder (18). The
sustained pain itself, moreover, forwhich no somatic cause
is documented, can be viewed as the principal manifestation of a basic depressive affect. Thus it was no surprise
when we detected a high incidence of transient (depressive) mental disorders and of alcoholism in the family
history o f o u r chronic pain patients (18).

Two psychiatrists strictly followed a protocol of systematic
and individualized treatment with increasing doses of antidepressants (12). The doses were rapidly increased within
one week, from 25 mg b.i.d. to 50 mgt.i.d., as tolerated. A
dose of 150 mg a day was then maintained for at least two
weeks before further increases were made. If a bothersome
side effect persisted, or if 300 mg a day of the initial
antidepressant proved ineffective, the drug was changed;
d o x e p i n was usually the drug of third c h o i c e . Close
monitoring was required because o f t h e high incidence of
side effects. If anticholinergic effects of the antidepressants
persisted, bethanechol chloride (10-30 mg Li.d.) was added, or desipramine was used. Carbamazepine, a tricyclic
anticonvulsant with some antidepressant property, was prescribed for four patients with a seizure condition. Occasionally, phenelzine was used if tricyclic antidepressants
were not tolerated or were ineffective. Thioridazine or
loxapine were added for five patients who did not improve
sufficiently with antidepressants alone.

In view of the remarkable similarity of the clinical-psychological profiles of our patients with chronic pain, we have
recognized this condition as a distinct nosologic entity and
have proposed, in accordance with Engel, the diagnostic
term "pain-prone disorder." While distinct in nature, this
disorder clearly is related to the depressive disorders, so
that treatment with antidepressants should be diligently
pursued.

The third psychiatrist treated his group of patients conservatively by never increasing the antidepressants. In most
cases they were discontinued, and minor tranquilizers or
muscle relaxants were added.

Materials and Methods
Patients

Results

One hundred and twenty-nine consecutive patients, referred to the Henry Ford Hospital Pain Clinic when no
physical cause for their pain had been detected, underwent
a standardized psychiatric and psychological evaluation
(Table I). Almost all were taking medication for their pain,
averaging 1.5 drugs per patient. These were usually analgesics (65%), minor tranquilizers (23%), or major tranquilizers (10%).

When we analyzed the questionnaire data, we found that
the three groups of patients were matched on demographic
variables, type and duration of pain, and did not differ
significantly across the features characteristic forthe painprone disorder (Table I).
We assessed treatment effects at an arbitrary point in time
to allow for treatment and follow-up of 9-16 months (Table
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cursing coworkers—as if that meant a return to a battle.

II). Most patients who complied with systematic antidepressant treatment showed significant improvement or even
became pain free. Patients were judged improved if they
verbalized a significant decrease in pain intensity and
showed clinical improvement of mood, activity level, socialization, and sleep disorder. None of those treated conservatively were judged to be pain free, and of the smaller
number who did improve in this group, all but two had
continued on antidepressant medication. When the trend
was apparent, no more patients were assigned for conservative treatment.

Discussion
Systematic treatment of chronic pain (pain-prone disorder)
with antidepressants proved effective. A placebo effect is
highly unlikely in view ofthe patients' long-standing complaint of pain, unresponsiveness to many previous drugs,
the marked distrust of a psychiatrist's prescriptions, the
high percentage of responders, and the persistent treatment
effect. The high dropout rate clearly represented the main
problem with this approach and in part appeared to be
fostered, at least in the early dropout group, by the fact that
the pain clinic was located within a psychiatric clinic, that
psychological testing was administered, and perhaps also
by the distrust felt towards a psychopharmacologic approach.

While a much greater number dropped from the group
treated conservatively, the high dropout rate represented
the chief treatment problem. One halfof all dropouts were
patients who did not return at all or returned only once
after evaluation; they did not take the prescribed medication or failed to allow sufficient time for medication to take
effect.

However, the incidence of side effects was high and required close monitoring and frequent change of drug. This
sensitivity may be related to the fact that patients with longstanding pain usually have been taking substantial doses of
analgesics and other drugs for a long time. Amitriptyline
and doxepin proved perhaps more effective in controlling
chronic pain, but some patients became pain free or markedly improved on imipramine.

We found no significant differences in the duration of years
of pain between patients of the two groups who improved
and those who failed to respond. Patients who had suffered
from chronic pain for as long as 16 years still became fully
pain free. Sex differences between improved and unimproved groups were also nonsignificant. No significant
differences were found in distinctly depressive features
(sleepdisorder, anhedonia, despair) between the improved
and unimproved groups. On the other hand, the improved
patients reported a significantly (p <.01) greater incidence
of mentally disturbed relatives (56%) than did unimproved
patients (28%). While no significant difference of improvement rate was found among those who initially rated
themselves as depressed all the time or every few days, the
unimproved patients reported a significantly (p <.01)
greater incidence of feeling rarely or never depressed
(40%) than did the improved group (16%).

We believe that patients with marked display of affect were
more responsive than were those who were extremely
controlled emotionally. Dramatic improvements were seen
in a few women who had presented in agonizing pain
pleadingto be helped and who had frequently sought relief
in emergency rooms. Over-controlled patients who denied
any depressive affect responded more poorly to antidepressants. We could not document the precise nature of the
mental disorders among relatives of our pain patients, but
these illnesses were transient and appeared to be usually of
a depressive type. This would explain the better response
to antidepressants in the group of patients with positive
family history for mental disorders.

O v e r a l l , a larger percentage of patients treated systematically with antidepressants remained in treatment,
and an impressive number considerably improved or even
became pain free when compared with the group treated
conservatively. Most patients who did not become fully free
of pain were satisfied nevertheless with their improvement
and many did notwish to return for regularclinical visits. In
general, the medication had to be continued (or resumed)
in order to maintain the improvement.

Conclusions
In our opinion, chronic pain is a form of masked depression. Like depression and alcoholism, conditions to which
it appears related (18), pain proneness is widespread. Because it is important to treat this disorder early, before
chronic disability has set in, primary physicians must become familiar with the syndrome and treat these patients
with antidepressant drugs. The patients' desire for further
somatic investigation needs to be curbed and surgical
procedures should be avoided; patients should be referred
for psychiatric care only if there is a specific indication
beyond the presence of "psychogenic" pain.

Relief from pain occurred after the customary delay in relief
from depressive symptoms, while sleep tended to normalize promptly after treatment was started. However, freedom
from pain did not enable the patients to return to work
automatically. Some of the once very hard working patients
began to express a dread of returning to a demanding,
noisy work environment, to unpleasant supervisors, or

17

Blumer, Heilbronn, Pedraza, and Pope

TABLE I
Treatment Groups
(Questionnaire Data)
Systematic Antidepressant Treatment
Group A
Number

Group B

Conservative
Treatment

Summary
Totals

Group C

54

50

25

41%
59%

42%
58%

44%
56%

42%
58%

Age

46.7

46.4

46.2

46.4

Education

11.9

11.2

10.7

11.3

6.3

7.5

6.8

6.9

Pain Continuous

93%

90%

96%

93%

Denial of Emotional
Conflicts

61%

53%

80%

65%

Denial of Interpersonal
Conflicts

93%

86%

92%

90%

Idealization of Family
Relationships

85%

76%

84%

82%

Pre-pain
chronic overtime
steady regular worker
not steady
homemaker

52%
22
2
24

42%
22
14
22

56%
20
4
20

50%
21
7
22

Post-pain
chronic overtime
steady regular worker
not steady
homemaker

6%
13
57
24

8%
18
45
29

4%
16
60
20

6%
16
54
24

81%

86%

68%

78%

Men
Women

Pain Duration (in years)

129

Ergomania

Anergia
Less than average
activity post-pain
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TABLE I Continued
Group A

Group B

Group C

Summary
Totals

Post-pain: do not enjoy
Leisure

59%

55%

60%

58%

Social Life

70%

53%

56%

60%

Sex

74%

61%

68%

68%

Poor

61%

68%

48%

59%

Fair Only

20%

16%

16%

17%

All the time

20%

32%

12%

21%

Every few days

30%

24%

20%

25%

Every few weeks/months

22%

26%

20%

23%

Rarely or never

28%

18%

48%

31%

72%

53%

32%

52%

Alcoholism

46%

43%

48%

46%

Mental disorder

44%

41%

40%

42%

Crippling condition

56%

53%

56%

55%

Chronic Pain

35%

55%

48%

46%

Anhedonia

Sleep

Depressive Mood

Despair
Admitted
Family History
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TABLE
Treatment Results

Treatment
Average visits
Total Improved

Antidepressant
Treatment
Group A
N = 54

Antidepressant
Treatment
Group B
N=50

Conservative
Treatment
Group C
N = 25

16 months

9 months

12 months

8.2

4.6

60%

4.8

54%

32%

Pain free

17%

8%

0%

Not returning after
improvement

17%

6%

24%

Total Unimproved

38%

46%

68%

Early dropouts
(0-1 return visit)

9%.

Later dropouts

18%^

18%^

20%^

Persistent treatment

11%

10%

16%

Referred

18%x

[ 27%

2%

I 52%

• 36%

0%

Although chronic pain patients feel intense shame and
disgrace when no local, physical basis for their pain can be
established, the physician should not encourage or share
such feelings. The pain-prone disorder is a well defined
and not intractable medical condition. When antidepressant medication, competently prescribed, is recognized as
an effective remedy, some of the frustration physicians feel
in treating these patients will subside.

32%.

0%

We are guarded in predicting how long this group will
maintain their improvement. Pain-prone patients tend to be
self-defeating and non-compliant with treatment. If their
needs to suffer and to remain dependent prevail, they may
neglect to carry out a treatment that can control their pain.
A longer follow-up study ofthe entire group is currently in
progress.
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